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Executive Summary

An evaluation of the Wyoming Medicare Rural Hoslpitxibility (Flex) Program occurred from
January — August 2008. Approximately 65 statelandl stakeholders participated in the evaluation.
This report documents the evaluation methods, igsliand outcomes and makes recommendations
to advance Wyoming’s Flex Program.

Rural Health Solutions, a rural health program tlgw@ent and research firm located in St. Paul,
Minnesota, conducted the Wyoming Flex Program ataln and prepared this report. Activities
conducted as part of the evaluation included: kéyrmant interviews, Critical Access Hospital
(CAH) site visits, community healthcare providengy, and program documentation review. The
evaluation incorporates information from prior exalon activities in Wyoming, as well as
information available through the national Flex gtean Monitoring Team.

The Wyoming Flex Program is administered by the Wiym Department of Health, Rural and
Frontier Health Division, Office of Rural Healthubng the past nine years, the Wyoming Flex
Program obtained $3,564,491, or an average of §396er year, from the Health Resources and
Services Administration, Office of Rural Health ieg| to implement the Flex Program in Wyoming.
It is the 34th highest funded program nationallyyoming has 14 CAHs and two hospitals eligible
for CAH status, one of which is pursuing CAH statdser the past nine years, the Wyoming Flex
Program has focused on CAH designation, suppoantsustaining CAHs, EMS, quality
improvement, and rural health planning as a paitsgirogram activities.

Evaluation results indicate that the Wyoming FleagPam struggled in the initial program years.
Significant strides have been made toward meetiagnational program requirements of converting
small rural hospitals to CAH status and supporéind sustaining CAHs, EMS integration, and
quality improvement in CAHs. However, limited evalion work has occurred. While some CAHs
report they received technical assistance and gfeorh the Flex Program to convert their hospial t
CAH status, most report they are currently recgjwapport as a CAH. CAHs most frequently report
that the greatest accomplishment of the state’s Ftegram has been the development of the
Wyoming CAH Network (WCAHN) and all report they heabenefitted financially from CAH status.
Some of the state’s Flex Program stakeholders réipey have little knowledge of the Flex Program,
some report they recently learned about the Flegfam through the state’s Rural Health Planning
process, and some are fully informed of the FleogRrm and its goals. All state stakeholders are
aware that some of Wyoming’s rural hospitals hameverted to CAH status.

A couple of key themes emerged throughout the ewalu process which should be highlighted,
including: 1) hospital administrator turnover in B8, Flex Program staff turnover, and Wyoming
Hospital Association staff turnover have reportduyl a negative impact on the Flex Program and its
work; however, recent stabilization in reportediyghly qualified” staff are seen as positive
opportunities for the Flex Program; 2) the WCAHN meportedly made little progress since its
development; however, all stakeholders continugdw the network as one of the Flex Program’s
greatest successes and as a significant opporfonisppporting and sustaining CAHSs in the state;
and 3) Wyoming has a strong EMS system and locab BElgencies and CAHs have good working
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relations, all of which can be built upon and depeld to further integrate CAHs and EMS and
improve quality of care.

Although the Wyoming Flex Program has achieved naahr the past nine years, program changes
are recommended to further support and sustain Citfgove and integrate emergency medical
services, and improve quality of care. Therefaregrder to continue to advance the goals of the
national Flex Program, it is recommended that Wywhi

1)

2)

3)

Continue to educate key program stakeholders aheutlex Program and its intended goals.
Although many Flex Program stakeholders are awkiteeoFlex Program and enhanced their
program knowledge through the rural health plaretigyment process, the need to educate
stakeholders about the program continues to éMiste specifically, there is some confusion
about the goals and objectives of the Flex Progthenrole of the rural health plan, who
should be engaged in the Flex Program, the roleaatidties of Bainbridge and Associates,
and the difference between the rural health plahtbe WCAHN strategic plan. This should
be clarified, particularly given the regular tureovn CAH administrators, the current
development of the WCAHN, and the number of pr@gecintracted to other organizations.

Continue the Flex Program planning procésstrategic direction has been identified for
Wyoming’s Flex Program through the state’s ruralltieplanning process. In order to sustain
this momentum and to increasingly engage stakehoigdelvement and buy-in, regular
program planning should occur, preferably on aruahbasis, most likely in coordination

with WCAHN. Not only will this allow for on-goingducation and information sharing about
the Flex Program, but it will assure stakeholdeolmement in the planning and decision
making process, educate new staff as they joirebtaker organizations, increase networking
between stakeholder organizations, and continassare the Flex Program is leveraging the
resources of other organizations to better advaagmals. In addition to stakeholder groups
already engaged in the Flex Program planning psydesal and state EMS stakeholders
should be included to assure this component optbgram is fully planned and implemented
to meet local challenges and opportunities.

Establish a formal Flex Program communications plaRlex Program communications plan
should be discussed as part of the program stcapdanning process and should report on
program activities, changes, and updates relewaalt program stakeholders, including those
representing EMS. Other communications issuesttgider include assuring all items funded
by the Flex Program are identified as such, aneéldging a Flex Program logo or another
visual means to indicate whether workshops, t@oid, other items were developed through
funding from the Flex Program. Other consideratiaresenhancing the program’s Web
presence and creating a Flex Program annual réyairteports program activities, outcomes,
and planned next steps.

! The descriptive list of recommendations is inctifeSection 9: Recommendations.
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4)

5)

6)

Further the Use of Information Technolo@yiven the large geographic distances between
Flex Program stakeholders, careful consideratiboslg be made to how best use information
technology (IT) and in particular health informatitechnology (HIT) to bridge the

geographic divide. Some Flex Program stakeholdave lextensive experience with HIT

while others are in the early stages of its useafing opportunities to experiment and pilot
HIT initiatives has the potential to greatly enhastakeholder participation in Flex Program
activities, further the WCAHN, advance the uselet®onic medical records, and improve
program communications and partnering.

Investigate and respond to key CAH issudthough this evaluation identifies many rural
health related challenges and concerns that caulttidressed as part of the Wyoming Flex
Program, a few are particularly relevant to advagi¢he national Flex Program goals,
including: creating opportunities for Bainbridgedafsssociates to collaborate with Mountain-
Pacific Quality Health Foundation on quality andgfpenance related projects, identifying
best practices and providing support toward CAHsdasing their market share, supporting
performance improvement educational opportunittesfAHs and EMS agencies, and
addressing the HIT and workforce needs and chalefaring CAHs. In addition, Wyoming
is unique in that it has EMS agencies either latatreconsidering locating in CAHs that are
more than 35 miles from the next nearest EMS ageltuyg should be further explored to
better understand the challenges and opportunititeese CAHs and EMS agencies and how
the Flex Program can best support them.

Monitor and evaluate Flex program outcomes withedontext of program planning and
implementation with predetermined goals and outcoreasuresProgram measures and
targets included as part of the state’s rural hgalin should be tracked and used to better
measure and report Flex Program outcomes. Thigedmilt into the program planning
process and reported as part of the recommend&dPFdgram annual report. In addition,
regular site visits should be made to CAHs andlIB&AS agencies. Site visits should include
a variety of hospital staff such as hospital adstrators, chief financial officers, chief nursing
officers, quality improvement coordinators, andesthas appropriate. Finally, the Wyoming
Flex Program should use the financial reports cetepl by the Flex Monitoring Team for
WCAHN planning and on-going monitoring of the fim#ad status of Wyoming CAHSs. This is
an efficient means of tracking and the reportinggui@l’s financial strengths, challenges, and
viability.
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Section 1: Evaluation Methods

This section of the evaluation describes the methioat were used to collect, analyze, and report
evaluation information. It focuses on intendedlgaon goals, outcomes, data collection methods,
and those involved in the data collection process.

A. GOALS
* The Wyoming Medicare Rural Hospital Flexibility Bram (Flex Program) evaluation was a
nine-month project that included one survey, 16ikéyrmant interviews, four CAH site
visits and staff interviews, and a review of pragrdocumentation. The goals of the Wyoming
Flex Program evaluation were to:

* Measure satisfaction with activities performedre $tate level, in CAHs, and communities;
* |dentify stakeholder involvement in the developmamd implementation of the Flex Program;

» Determine consistency of program goals and how #éneyneeting state and national Flex
Program goals and objectives;

* Report specific CAH and community outcomes as tieégte to CAH designation and other
aspects of the Flex Program;

» ldentify program strengths and weaknesses; and

* Make recommendations for on-going program develaopraed improvement.
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In addition, the evaluation was designed to ansegeeral key questions:

* What do Wyoming's Flex Program participants knowuwtthe Program and its
opportunities?

* How has rural health in Wyoming changed since th@Wng Flex Program was
implemented?

* What partnerships have evolved because of the Wygilex Program?

* What have been some of the greatest Wyoming Flegr&m accomplishments and
who has been affected?

* How could the Wyoming Flex Program change to betteet the needs of its
stakeholders?

As part of the evaluation process, Rural Healthumhs’ staff spent seven days on-site in Wyoming
reviewing documents, collecting data, meeting \aitll interviewing state Flex Program stakeholders,
visiting CAHSs, interviewing CAH staff, and interwieng local EMS directors. All data collected has
been aggregated for reporting purposes. Anonyrmgoates from the evaluation process are used to
provide additional insight into program involvemeattivities, outcomes, and recommendations.

B. CAH SITE VISITS AND CAH ADMINISTRATOR INTERVIEWS

CAH site visits and CAH administrator interviewsre@&onducted to maximize the number of CAHs
included in the evaluation process, as well assui@e all aspects of the Flex Program could be
discussed with CAH staff. Four Wyoming CAHs wersitdd from May 19 — August 10, 2008, as
part of the CAH site visits. At each site and wlheailable, staff serving as hospital administrator
chief financial officer, chief information officedirector of nursing, quality improvement coordorat
and local EMS director were interviewed. In mamstances, one staff person served in two or more
of these roles. A total of 13 staff were intervielat all four sites. Nine CAH administrators were
also interviewed via telephone as part of the CAkhiistrator key informant interviews.

Interview questions of CAH staff included:

* General satisfaction with CAH conversion assistance

* Knowledge of program stakeholders and services

» Use of and satisfaction with the technical asst#atools, and resources provided by
the Wyoming Office of Rural Health and other stakex Program stakeholders

» Use of grant funding

* EMS and networking improvement activities and needs

» CAH quality of care and performance improvemenivéts

* Outcomes that may have resulted due to QI prog@njstts

* Role of the Wyoming Flex Program in QI programmaugivities

* On-going QI needs and issues

* Changes in financial status

» Planned capital improvements/needs

* Post-CAH conversion issues and concerns

7
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C. STATE STAKEHOLDER INTERVIEWS

Seven Wyoming Flex Program state stakeholders €THblvere interviewed using a set of questions
to: 1) measure their satisfaction with program apens, management, and implementation; 2)
discuss their involvement in the development offlex Program; and 3) identify Flex Program
planning, development and implementation needmartsteps. Interviews occurred between June 9
and August 14, 2008. When possible, interviewseveenducted in person.

Table 1: State Flex Program Stakeholders

Wyoming Department of Health, Office of | Sharla Allen In-person
Rural Health, Flex Program

Wyoming Department of Health, EMS Jim Mayberry In-person
Programs

Wyoming Hospital Association Dan Purdue In-person
Wyoming Hospital Association Steve Bahmer In-person
Mountain-Pacific Quality Health Foundation Jan Pope Telephone
Wyoming Health Resource Network Pennie Hunt Telegho
Wyoming Health Quality Center Edna Rensing Teleghon

Note: Mountain Pacific Quality Health Foundationtie state’s Quality Improvement Organization

(QIO0)

An additional preliminary interview was conductedhaSharla Allen, Wyoming Department of
Health, Rural and Frontier Health Division, OfficERural Health, Office of Rural Health Manager
and Flex Program Coordinator, to gather programrmétion as part of the evaluation planning
process.

D. COMMUNITY HEALTHCARE PROVIDER SURVEY

The Community Healthcare Provider Survey was aedablrvey that was conducted between June 1
and July 31, 2008, in five Wyoming CAH communitidsighty-seven healthcare providers based in
CAH communities were surveyed, including: physisiachiropractors, local public health directors,
dentists, mental health providers, nursing homeiaidirators, home health care directors, assisted
living center directors, optometrists, pharmaciatg] alternative health providers. The number and
type of providers surveyed varied across commugjitiewever, physicians were the most frequent
survey respondents. The survey response rate wasrgdnt. The Community Healthcare Provider
Survey was conducted to determine community provibeknowledge of and involvement in the
hospitals’ conversion to CAH status, 2) changgsrattice patterns, referrals, and utilization due t
CAH conversion, 3) perceptions of the CAHs’ quatifycare, 4) vertical networking activities, 5)
community healthcare strengths, weaknesses, issuesoncerns, and 6) current and on-going
community health planning activities.
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E. PROGRAM IMPLEMENTATION DOCUMENTATION

Program implementation information was revieweg@rnavide a historical perspective of Wyoming's
Flex Program’s development and funding supporttandentify the roles of entities involved. The
review also shed light on the relationships betwg®gram implementation activities and program
outcomes. Information collected and reviewed inetud

* Wyoming Rural Health Plan, March 2000

* Wyoming State Rural Health Plan, October 2001

« 2001, 2003, 2004, 2005, 2006, and 2007 Wyoming Gxpplications for federal Flex
Program funding

* Wyoming CAH Networking meeting information

» Contractual requests from CAHSs for Flex Progranding

* Annual reports from the Wyoming Department of Heal®ffice of EMS

* EMS funding requests and awards made by the WyoDéepartment of Health, Office of
EMS

* South Big Horn County Hospital, Basin, Wyoming, &cial Feasibility of Re-opening as a
CAH, Rural Health Consultants, Inc., July 19, 2000

* South Big Horn County Hospital District, Basin, Wymg, CAH Community Needs
Assessment, Rural Health Consultants, Inc., Ju2edQ

» Multistate Performance Improvement Project infoinrgatKansas Rural Health Options
Project

« QHiinformation, Kansas Rural Health Options Projec

* Medicare Rural Hospital Flexibility (Flex) Progra2005 Critical Access Hospital Survey,
Summary of Results, Wyoming Department of Healttic® of Rural Health, May 2005

* Flex Program Meeting Evaluation Summaries andedlatirvey responses from attendees

e Other program documentation
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Section 2: Flex Program 5ummary

This section of the evaluation provides an overvigithe Wyoming Flex Program, rural health in
Wyoming, the administration of the Flex Progranggyam funding and allocations, and a description
of program activities. Information included in tlsiection was obtained from resources on the
Internet; Wyoming Flex Program staff and other pang stakeholder interviews; program
documentation; the Health Resources and Servicesrstration, Office of Rural Health Policy
Website; and the Flex Program Monitoring Team Websi

A. OVERVIEW

The Medicare Rural Hospital Flexibility ProgramédkIProgram) was established through the
Balanced Budget Act of 1997. Itis a national pamg that includes 45 states, including Wyoming.

In essence, the Flex Program is comprised of twopoments — grants to assist states in
implementing state specific program activities anperating program that provides cost-based
Medicare reimbursement to hospitals that conve@A#i status. The U.S. Department of Health and
Human Services (DHHS), Health Resources and Sar#ideninistration (HRSA), federal Office of
Rural Health Policy (ORHP), administers the graiogpam. The operating component of the
program is administered by the Centers for Medieag Medicaid Services (CMS), also located
within DHHS.
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Six Flex Program priority areas have been estaddigor states implementing the program:

» Developing a state Rural Health Plan

» Designating and supporting CAHs

* Developing rural health networks

» Integrating Emergency Medical Services (EMS)

* Improving the quality of healthcare

» Evaluating Flex Program activities and related onrtes

The Wyoming Flex Program currently focuses on splexts of the Flex Program. It features
activities that are implemented by the Wyoming €dfof Rural Health, along with a number of
contractual agreements with program partners.

As of August 2008, Wyoming has 14 CAHs, below théanal average of 28.5 CAHSs per state.
Fifteen other states have fewer CAHs than Wyomiheer the past nine years, the Wyoming Flex
Program has directed the majority of its federalding to supporting and sustaining CAHs. This
assistance has been in the form of workshops/trgitéchnical assistance, and contractual
arrangements with CAHs. The remaining funding hgsported:

» CAH conversion related activities

* Planning, development, and operations of the WCAHN
* EMS grants for equipment and supplies

» EMS electronic reporting system

* Trauma system development

» Telehealth initiatives

» State Rural Health Plan development

* Quality Improvement initiatives

* Program evaluations

B. RURAL HEALTH AND WYOMING®

Wyoming is located in the western United Statesiartbminated by the High Plains and Rocky
Mountains. It is the least populated state in thgom while it is also the 9th largest in size. \Wyng

has 23 counties and 48 percent of its land is oviayettie U.S. Government. Among many things, it
is known for Yellowstone National Park, Grand TelMational Park, and Devils Tower National
Monument. Wyoming has unique and often extremeheggatterns, outdoor recreational activities,
dude ranches, and large numbers of hot springsonwhg was admitted as the first state that allowed
women to vote.

2 As reported on the Flex Monitoring Team, April 30@ww.flexmonitoring.org

3 Sources: Wikipedia online at www.Wikipedia.com, U.S. Census Bureau at www.census.gov , and www.wyomingtourism.org.
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Wyoming's total area is 97,914 square miles. lsggephy can be characterized by its short grass
prairies, cacti, shrub grasses, low moisture agtl blevation, and its vast mountain ranges. Itis
bordered by Montana, South Dakota, Nebraska, Udalho, and Colorado. Wyoming has no dense
urban areas, with the capitol of Cheyenne havieddhgest population of 55,731 and serving as one
of the state’s two metropolitan statistical arddSA). Other “large” cities in the state include:
Casper (51,738 and the other MSA), Laramie (26,@50)Gillette (22,685).

In 2007, Wyoming was estimated to average 5.4 psrper square mile, compared to the U.S.
average of 79.6 persons per square mile. Wyomjmgpsallation density is the second lowest in the
U.S. (the lowest being Alaska). According to th&UCensus Bureau, the population of Wyoming is
estimated as 522,830, of which 69.8 percent aad, rapproximately 25 percent have German
ancestry, 91.8 percent are identified as “Whiten&lp 2.2 percent are “American Indian or Alaskan
Native”, and 6 percent are “Other”. In additioepple in Wyoming are more likely to have a high
school diploma, less likely to have a college degtess likely to live in poverty, and less likeétybe
65 years and older when compared to the nationndmée.

The greatest contributors to Wyoming's economymairgeral commodities such as coal, natural gas,
and crude oil; tourism; and agricultural commoditseich as beef and sugar beets. Wyoming ranks
22 nationally in terms of median household income /aﬁ’dnationally in terms of the percent of
people living in poverty.

There are 27 acute care hospitals in Wyoming, ainly 14 CAHs, or 51.9 percent of the state’s
hospitals. Wyoming's CAHs vary in the servicesytpeovide; however, several own or operate their
local ambulance service and have attached long-tarmfacilities. Eleven of Wyoming’'s CAHs

meet the federal geographic criteria of the hokpi#ang 35 miles or 15 miles in mountainous terrain
or areas only served by a secondary road fromdRemearest hospital. When needed, most CAHs in
Wyoming refer and transfer the majority of theitipats to tertiary centers in other states.

Wyoming’s EMS system is based on regional and conitptrauma areas. There is no level |
trauma center in the state. Interesting to notedsits poison control center is shared with
neighboring Nebraska. There are 74 licensed ambeails@rvices, 189 ambulances, and approximately
1,200 ambulance personnel in the state. The lasgegice area for any one ambulance service is
1,426 square miles. Of the ambulance personngieBent are classified as “volunteer” with
approximately 450 working as emergency medicalrietéin (EMT) — basic, 600 EMT-Intermediate,
and 150 as paramedics. Approximately 80 perceatdfulance services are certified as Basic Life
Support (BLS) services and 20 percent are certdeeddvanced Life Support (ALS) services. There
are eight EMT-B training sites in the state: onarfer university and seven community colleges.
Statewide, the number of requests for EMS senhessbeen increasing as indicated by
approximately 35,000 EMS runs in 2000, 51,000 i6®2&nd 57,000 in 2007,

4 US Census Bureau, www.census.gov

> As reported by the Wyoming Department of Health, Office of EMS, August 2008.
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C. ADMINISTRATION

The Wyoming Department of Health, Rural and Frartiealth Division, Office of Rural Health,
administers the Flex Program. Staff positions suggathrough the Flex Program have varied over
the years, but have ranged from .62 FTE (full-teneivalents) to 1.12 FTE at the Wyoming
Department of Health (including times when posisiovere vacant). It should be noted that there has
been considerable staff turnover in Wyoming’s Fheggram and its State Office of Rural Health;
however, this has stabilized in the last year. pbstive impact of this stabilization was voiced
throughout this evaluation process by both statelacal program stakeholders.

Many of the state’s Flex Program project activites contracted to other organizations, such ak wor
completed by the Wyoming Hospital Association, WyegnDepartment of Health, Office of EMS,
University of Nebraska, Kansas Rural Health OptiBngect, and Bainbridge and Associates. These
organizations and consultants have completed peojetated to development of the Wyoming Rural
Health Plan, supporting and sustaining CAHs, EM&su, network development, and quality
improvement. Given the lack of stability in FlexoBram staffing, contracting work has reportedly
stabilized program activities and allowed for tlo@tnuation of program work that would have been
otherwise disrupted.

D. FUNDING

During the past nine years, Wyoming received $348Y or an average of $396,055 per year,from
the Health Resources and Services AdministratidiiceOof Rural Health Policy to implement the
Flex Program in Wyoming. Wyoming ranks 34th of 45 states in terms of gdefal Flex Program
funding received over the nine-year period; howgeweanks 16th in terms of funding per CAH
($254,067/CAH). As displayed in Chart 1, a decreaggogram funding began in 2002 with funding
increases in subsequent years. The changes irppndgnding in 2002 are primarily attributed to
1999 — 2001, national state funding requests wel@ibor paralleled available funding and
subsequent national state funding requests excea@ddble funding (an excess of $2.42 million in
2002 and $4.54 million in 2003) which resulted ieager competition for funding. Prior to 2006,
states were allowed to request up to $700,000 gerip federal Flex Program fundifdhis

changed to a maximum request of $650,000 in 2006.

E. FUNDING ALLOCATIONS

Wyoming Flex Program funding has been directedtaf salaries and benefits (11.9%); travel costs
(5%); EMS activities (22.7 %); CAH support, perf@ante improvement, and network development
(26.7%); quality improvement activities (8.4%); irett charges (9.3%); and other program costs
(16%)? During the initial program years, much of thediny supported contractual arrangements
with CAHSs, contractual costs for CAH conversioratet activities (e.g., financial feasibility stuslie

& www.hrsa.gov/orhp
"“A Synthesis of State Flex Program Plans 2003-208x Monitoring Briefing Paper Number 1, Flex Mitoring Team, May 2004.
8 Note: In 1999 and 2000 supplemental awards werderasailable to states.

9 Allocations are based on Flex Program fundingtier2006 — 2007 grant year.
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and EMS equipment and supplies. During the pasetiiears, funding has been directed to Flex
Program goals associated with quality improvemeeiiyork development, EMS integration, and
supporting and sustaining CAHSs.

Chart 1: Annual Federal Funding of Wyoming’s Flex Rogram as Compared to the National
Average for all States

Annual Changes in Flex Program Funding
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$500,000.00 - |7 |7

$400,000.00 -

B Wyoming
O National Average

$300,000.00 - —

Funding

$200,000.00 -
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F. PROGRAM ACTIVITIES

An overview of Wyoming’s Flex Program activitiegded on national Flex Program priority areas, is
included in this section. Some of the activities eurrently underway and/or being implemented as
part of the state Flex Program while others werameted, as noted. Additional information related
to each program goal is included later in this repo

Rural Health Planning — In Process

A Wyoming Rural Health Plan was created and apmtdyethe Health Care Financing

Administration (now the Centers for Medicare anddMaid Services - CMS) in March 2000. Rural

Health Plan approval by the Health Care Financidgwistration was the first requirement for state
14
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participation in the Flex Program. Since most stateral health plans were approved in early 1999,
this approval date most likely had a significanpaunt on small rural hospitals’ opportunity to corive
to CAH status. A revision to the rural health plaais made in October 2001. The intent of both of
these rural health plans was to “guide implemeoadif the Medicare Rural Hospital Flexibility
Program.*®

Since that time, the Wyoming Flex Program hostedraber of program planning meetings with
CAH representatives, such as: April 10, 2003 (irspr), March 27, 2004 (teleconference), and April
27, 2004, to discuss the goals of the Flex Prograthplan for program activities for the upcoming
grant year.

In 2007, Wyoming started working on a new Wyomingd Health Plan as required by the Health
Resources and Services Administration, Office ofdRHealth Policy. This plan is being developed
under contract with the University of Nebraska.e Hex Program is using a multi-phase process that
has included approximately 20 rural health stakeérsl to develop its plan. The Wyoming Rural
Health Plan is planned for completion and releasz0D8.

Converting Small Rural Hospitals to CAH Status — In Process

Until 2005, the majority of Wyoming Flex Programrmfiling supported converting small rural
hospitals to CAH status: 14 CAHs converted to CAdus. CAH conversion assistance was used for
community needs assessments, the CAH applicatmeeps, financial feasibility studies, network
agreements, technical assistance with completia@thH application process, working with survey
and licensing or the state’s fiscal intermediaegponding to questions as requested, and othes need
as determined by CAHs.

Two hospitals continue to be eligible to converC#&dH status in Wyoming; one is currently pursuing
CAH status (South Lincoln Medical Center, Kemmeré&herefore, the Wyoming Flex Program
continues to address this goal and has the todlsemources in place to address future hospital
conversion needs, should they arise.

Supporting and Sustaining CAHs — In-Process

During the past few years, Flex Program fundingpgrasarily been directed toward advancing the
Flex Program goal of supporting and sustaining CAHss has been accomplished through
contractual arrangements with CAHs, technical tast®, and support from Flex Program staff, as
well as through contractual arrangements with otheal health stakeholders and consultants.
Examples of on-going activities include:

* Supporting the Wyoming CAH Network (WCAHN):
0 Quarterly WCAHN meetings
o Development of a nurse management training program
o Strategic planning
o Network operations

10 As stated in the 2000 and 2001 Wyoming Rural Health Plans.
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» Supporting contractual arrangements for performampeovement projects (4 grantees in
2005)

» Supporting CAH participation in the Western Regidflax Conference, NRHA Policy
Institute, National Flex Conference, NRHA Critidedcess Hospital Conference, and other
relevant trainings

* Providing technical assistance to CAHs on an asletkbasis

Emergency Medical Services — In-Process

Wyoming’s Flex Program has supported EMS throud@brimal arrangements with the Wyoming
Department of Health, Office of EMS. This has imt#d: EMS System Enhancement Awards,
instructor payments for EMT-Intermediate classaesual trauma registry site licenses fees for all
hospitals in the state, EMT and nurse continuingcation opportunities, trauma registry training,
subsidies for statewide and regional trauma megtiag well as other activities. Unlike most states
EMS support has been a significant part of the Wipgrklex Program since 1999.

The EMS System Enhancement Awards were an opptyrtiamilocal EMS agencies to engage in
contractual arrangements of up to approximatel$@2(depending on Flex Program grant year) to
purchase equipment and/or supplies. This was agoorg Flex Program activity that ended in 2007.

Instructor and local coordinator payments for EMitermediate classes are made available through
the Office of EMS to support advanced life suppi@ining in rural communities. This has resulted in
enabling approximately 95 percent of ambulanceisesvin Wyoming to offer advanced life support
services.

Regional and state trauma meetings are suppontedgh the Flex Program by funding and
subsidizing participants’ travel costs, meetingnaentals, and supplies. Flex Program funding is
also used for hospitals’ annual trauma registey lgtense renewals, technical support, and software
upgrades. Both are on-going Flex Program activities

Quality Improvement (QI) — In-Process

Quality improvement activities funded through thgdming Flex Program include performance
improvement grants to CAHs, a multi-state qualityprovement collaborative aimed at CAHs, and

QI status assessments. Performance improvemeriré@its of up to $20,000 were made available to
CAHs in 2005. Two of the CAHSs that applied for fimglused their grants for staff training and
chronic disease prevention. A current Wyoming Freagram QI activity is Quality Health indicators
(QHi), a multi-state, benchmarking, QI initiativearmaged by the Kansas Flex Program. This on-
going project began in 2006. Three CAHs indicaty tteport data to QHi. The Flex Program is also
starting a QI assessment process that is to legards implementation of QI/PI. Assessments are
occurring over a two-year period starting in 2007.

Network Development — On-going

The Wyoming Flex Program has supported informalvodting opportunities through its meetings,
conferences (including the Western Regional Flerf@&nce), workshops, and formal networking
activities through the planning, development, anglementation of the WCAHN. All networking
activities are considered on-going Flex Progranviiets.
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Program Evaluation — On-going

Wyoming has evaluated different aspects of its Heoxgram over the past nine years; however, this
work has been limited. Most evaluation work hasuod at the activity level (e.g., conference
satisfaction surveys) while a survey of CAH adnthaitors was conducted in 2005 to determine their
satisfaction with the Flex Program. The currenkfeogram evaluatigns reflected in this report

and is the first full Flex Program evaluation coetpt as part of the Wyoming Flex Program.
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Section 3: Critical Access Hospitals
(CAHSs)

This section of the Flex Program evaluation focuseéindings from
the CAH site visits and CAH administrator key infants interviews
related to CAH conversion, support, and currentassand needs.

In particular, it outlines evaluation findings redd to CAH:

» Designations

» Leadership

» Conversion Assistance

» Decision to Convert

* Programmatic and Grant Support

* Changes in Services and Providers

» Electronic Medical Records

* Networking

* Community Health Care Providers’ Working Relatiovith
CAHs

» Post-conversion Opportunities, Challenges, and Bleed

Information included in this section of the repwds obtained through: -
1) CAH staff interviews and site visits, 2) inteawis with local, state,
and regional EMS stakeholders, 3) state stakeh&®emformant interviews, 4) materials from state
stakeholders, 5) Flex Program reports, and 6) natiBlex Program Monitoring Team Website and
reports.

A. CAH DESIGNATIONS

Fourteen hospitals, 51.9 percent of Wyoming’'s acate hospitals, have

converted to CAH status. Two hospitals continubgaeographically eligible 1 4 C AHS
for conversion and one is pursuing CAH status. 1 was identified that is

considering converting back from CAH status. Wyogn@AHs do not receive

cost-based reimbursement for MedicHi&leven CAHs in Wyoming are more than 35 miles fitbe
next nearest hospital or 15 miles from a hospitan area with only a secondary road or with
mountainous terrain.

As shown in Chart 2, Wyoming’s small rural hosgtatarted converting to CAH status much later
than those nationally. This is likely a reflectiohwhen the state’s original rural health plan was

11 Approximately half of all states with CAHs reimburse CAHs for Medicaid services on a cost basis..

18



Wyoming Flex Program Evaluation 2008

completed and approved (a requirement for progrartiggpation), which was approximately one
year after mosttates.

Chart 2: Number of Wyoming Hospitals that Convertedto CAH Status in Relation to Each Flex
Program Year and Compared to the National Average ofCAH Conversions

Annual Hospital Conversions to CAH Status:
Wyoming and U.S.

7
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Source: Flex Monitoring Team, August 2008.

B. CAH LEADERSHIP
As stated earlier in the report, site visits wermto four CAHs in Wyoming. Key informant
interviews were conducted with hospital administraiin all but one CAH. These interviews found
that CAHs have leadership with experience workm@AHs and Flex Programs in other states
(South Dakota, Montana, and Idaho), in differerggital systems, and with different years of service
(e.g., one hospital administrator was serving iinérim role, one had been in the hospital
approximately 30 years). For those staff leadsas have been in the CAH for at least five years,
most reported they participated in their CAH cosi@n process, including: conducting background
research about the program, obtaining hospitaldapproval, initiating/completing the CAH
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application process, project management,

coordinating the survey and licensing f
process, and/or delegating conversion
activities to hospital staff.

C. CAH CONVERSION
ASSISTANCE

N\ EHATHATAARHALA.
N &

administrator interviews, CAH staff werg
asked to report on the CAH conversion
technical assistance and other support
(e.g., financial) they received through thessssss '

Flex Program. Findings from those discussions gpented below:

| Most CAH staff report

* Receiving funding through the Flex Program to catetommunity needs assessments,
financial feasibility studies, and network agreetsen

* The CAH conversion process took approximately czery

» Receiving much of their CAH conversion technicaistsance from other CAHs in Wyoming
and other states

| Some CAH staff report

* Receiving technical assistance from Flex Prografi during the CAH conversion process

* Flex Program CAH conversion technical assistance“weally helpful” or “very helpful”

» Using the CAH community needs assessment informatiter their hospital’s conversion to
CAH status while others reported the assessmentaapleted purely as a requirement for
conversion to CAH status

* Having extensive issues with United Government i8esy the state’s fiscal intermediary (FI),
including working with FI staff that are not fanaitiwith CAHs and
CAH requirements

* Poor communications with CAHs about the Flex Progead
opportunities to assist them with converting to Cstiitus

* Needing to address issues related to physicianosymhanging CAH status].”
policies and procedures, and/or changing theirroegdional
structure in order to convert to CAH status - CAH Staff

“Without a doubt, it
was an excellent
decision [to convert to

Other Information

» Three CAHSs surveyed in 2005 and three CAHSs intereckin 2008 reported their hospital
received no technical or financial assistance asgbdhe CAH conversion process
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D. CAH DECISION TO CONVERT

As part of the CAH site visits, CAH staff were aksked to report on their
hospital’'s decision to convert to CAH status. Mspecifically, they were
asked if converting to CAH status was a good dewjsbk decision, poor
decision, and why. Findings from those discussareseported below:

“As a CAH we have
access to the Flex
Program and
additional support
from the state just
because we are

All CAH staff report:

associated with the
Flex Program. It's
been great.”

- CAH Staff

* Their decision to convert to CAH status was prityaaifinancial
decision
» Conversion to CAH status was the right decisiortlieir hospital

Most CAH staff report:

» Converting to CAH status was an “excellent” or “gbdecision

E. CAH PROGRAMATIC AND GRANT SUPPORT
Once converted to CAH status, the Flex Progransbpported CAHs

through a variety of programs, technical assistametings and “I'd never seen a Flex
workshops, and grants. Therefore, during the CAél\gsits, CAH staff Program grant

were asked to report on their satisfaction witte o and outcomes application until last
resulting from this support. Information was cotton program support RaAdas

provided with a focus on activities/projects thavé been funded during - CAH Staff
the past two years. Findings are included here.

State Meetings and Conferences

» Most CAHSs report meetings and conferences haveawsgl over the years; however, many
CAHs report they do not consistently attend thesetmgs

* Some CAHSs report a need for the Flex Program tewomvith CAH staff about meeting and
workshop agendas and intended outcomes to asaydéist meet

CAH needs “| was very impressed
. ,rél\t!t\s\:lérlzs report meetings are a good opportunity @#Hs to that they said, we think

all of your input is
important [referring to
the rural health plan

* Some CAHs report the state rural health planningtimg was a
good opportunity to learn about the Flex Prograetfated
opportunities, and to plan for the state Flex Paogr

development process].
They are allowing us to
Grants have a huge voice and |
appreciate that..”

* One CAH reports they upgraded their radio commuitinagsystems

in the ER - CAH Staff
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* One CAH reported they increased hospital secusitgdmpleting security system upgrades
and reissuing staff IDs to open interior and egtedioors
* One CAH reported receiving support for CAH trainamgypart of a national CAH conference

* One CAH reported their recently completed communégds assessment has helped them to
identify their patients’ transportation needs, #iddal healthcare

services needs, and some changes that should leetontud “I really appreciate
hospital’s physical plant that she [Flex Program
 Four CAHs received grants through the Performanmgedvement  ofololts [a:\ie g Rial=\s R (o
Grant Program to address financial/operationakisssuch as learn what is going on
completing charge master reviews before just moving
* Flex Program funded grant activities were repoytetilery forward [referring to

helpful” or “not possible” without grant funding the state rural health

plan.]’

Milliman: - CAH Staff

* All but one CAH that started Milliman through thiek Program
continue to use it

» CAHs report Milliman has improved their admissi@msl discharge processes
e Some CAHs are not familiar with and/or have notusiliman

Technical Assistance:

» Most CAH staff report that in the past two yeaeshnical assistance from the Flex Program
has increased

* Some CAH staff report that the high turnover inkARrFogram staff has had a negative impact
on the Flex Program and its staff's expertise/gbib provide technical assistance and support

to CAHs

* Some CAH staff report that in prior years, morexFfeogram “| know the Wyoming
funding was directed to CAHs in the form of graamel they found WEINEITele[E=TyREEReII:
this preferable to current program activities there but that is about

* Some CAH staff report they receive more technisalsiance from i
other CAHSs, as compared to the Flex Program

- CAH Staff

Rural Health Plan Development:

» CAHs report they support the development of theesiaral health plan and they believe this
was a valuable activity

Other Comments/ltems to Note About Flex Programhheal Assistance and Support:

* “l hope there can be a better organizational stimector the Flex Program so it can actually
assist CAHs”

* “Things have really changed in the last coupleezdrg. Now we can actually get support”
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* “The hospital association (WHA) was never involvadch in the Flex Program and I think
that has not helped our CAHSs”

F. CHANGES IN CAH SERVICES AND HEALTHCARE PROVIDERS

Access to health services is often defined in teshwervice availability, healthcare provider
availability, distance/travel times, and affordailtost. A primary intent of the Flex Prograntas
maintain and improve access to rural health sesvi€onsidering this and the impact that CAH
conversions may have had on access to servicesy#hgation gathered information on changes in
CAH services and the availability of healthcarevers as part of the CAH site visits and CAH
administrator key informant interviews. Using tmgrmation, there were indications that some
CAHs have eliminated hospital services while th¢omigy have added and/or upgraded services and
their mix of healthcare providers. Most CAH adretrators that report services were eliminated did
not attribute the loss in services to conversio@Ad1 status; rather, they attribute it to limited
volume, quality of care, access to other servioeiders in the community, reimbursement issues,
and/or provider recruitment issues. For those CAHhiaistrators that report adding services, they
attribute the new/expanded services to communiggdnmcreased market share, the financial stability
of the hospital, and/or the availability of resasdo purchase equipment needed to provide/enhance
the service.

Below are lists of services that were added, uptjateeliminated in CAHs
as reported by CAH staff.

“There is no way we
could have done all of
this [upgrades in
services and equipment
in the hospital] without

Services Added/Updated:

» Specialists (e.g., orthopedic surgeon)
* Respiratory therapy

* Physical therapy

* Occupational therapy

* Added long term care beds

* Hospital physical plants

 Lab

» Ultrasound

» Computed tomography (CT)

* Radiology

* Echo cardiograms

» Picture Archiving and Communication System (PACS)
» Chemotherapy

* Alzheimer’s specialty care unit

* Rural Health Clinics

CAH status. We were
losing $1.2 million per
year.”

- CAH Staff

 EMS
* EMS changed from EMT-Intermediate to paramediciserv
» Sleep lab

» Digital services (mammography, MRI, CT, and radiyylp
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Services Eliminated:

» Qutpatient surgery
» Other surgery services (due to loss of surgeons)

Other Activities or Comments to Note:

» Some CAHs report they were Joint Commission actaddirior to CAH conversion but
terminated this during conversion. They note thés/mot have been a direct result of CAH
status, but an opportunity to decrease costs

* “Cost-based reimbursement was good but it hasadlswed us to provide some important
services that we wouldn’t provide because we wasg money or they were too expensive
to even consider providing”

G. CAHS’ FINANCIAL STATUS

A primary goal of the Flex Program is to suppord anstain CAHSs; “Financially it [CAH
sustainability will only occur when CAHs are finaalty viable status] has been a huge
organizations. Therefore, financial informationswgathered through the BEIee=ER{o]le]V]g

CAH site visits and CAH key informant interviews tigcussing changes Jalek] sjie15

in financial status and CAHs’ current financial dekssues. - CAH Staff

CAHs’ Financial Status Prior to Conversion
Examples of comments from CAH staff related tortheispital’s financial status prior to CAH
conversion and changes in financial status include: :
“Our success is based
«  “Prior to conversion, we were in the red and baselyeaking by’  [bbba RO ARIENICES
» “Before [CAH conversion] we were just barely in thieck” R BRI :
*  “Prior to CAH we were losing money” SO e GOl

and increased
reimbursement. They
all tie together.”

CAHs’ Financial Status Post-Conversion
CAHs were asked to report indicators of finanamprovements since thei
hospital converted to CAH status; they report: - CAH Staff

» All CAHs report their financial status has improv&dce conversion to CAH status

* One hospital reported their average daily censasritaeased from 7 to 12. This is a result of
the many changes they have been able to makeiahtispital (e.g., adding services)

» One hospital reported they have changed from havingash-on-hand to $4 - $5 million in
cash reserves

* Most CAHSs report CAH status has had a positive ichpa their cash flow which allows them
to plan and address needs more proactively

* Most CAHSs report the additional reimbursement fréAH conversion has allowed their
hospital to upgrade “desperately” needed equiprteegt, CT scanners)

* Some CAHSs report cost-based reimbursement hasedideir hospital to upgrade its
physical plant
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* Some of the CAHSs report an increase in acute amugswed days, while most CAHs report an
increase in outpatient visits since conversion AtiGtatus
* Some CAHSs report a decline in acute inpatientaatilon

Other Comments Reported About CAHs’ Changes inrdia@h Status

*  “We owe all of these great changes to cost-basethtesement”

CAHs’ Capital Improvements

While most CAHs have made capital improvementfisir physical plants since conversion to CAH
status, some continue to explore remodeling, neigband additions to their current space.
Examples of spaces to be remodeled or added indalugratory, emergency rooms, radiology
departments, physical and occupation therapy, andasg term care, and clinic space. Two CAHs
report they are working on master facility plannprgjects.

H. CAH ELECTRONIC MEDICAL RECORDS

Electronic medical records are becoming a stantteridused in healthcare facilities across the U.S.
To better understand the electronic medical re@@BMR) status and needs of Wyoming’s CAHs and
to gather baseline data for future tracking an@mepg, CAH staff were asked questions about their
hospital’s status of planning, purchasing, instaglliand training staff on an Electronic Medical
Record (EMR). They reported the following:

“The docs were

CAH EMR Sf[atus resistant but the day is
* Planning process quickly coming when
0 Most CAHs are reportedly in the EMR planning preace gVt ent-R i RC
* Implementation Process [EMR].”

0 Seven CAHs are reportedly in the EMR implementatig
process

o0 Products identified during the evaluation include:
« Dairyland?
 Cerner
« CPSI

- CAH Staff

CAHs that are part of a system report they haveeeradvanced EMR implementation process as
compared to independent CAHS.

Other Thoughts and Comments Reqgarding CAHs’ EMRs

*  “Wyoming tends to be autonomous and we need tatefud because we need to connect
with the rest of the world.”
* “We don’t want to invest in something that we cancmmmunicate with.”

12 Most common EMR identified being used by or being considered by CAHs.
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*  “We have done the planning and have a good ide#af we need, but we have questions
about what will meet those needs”

» “l think we need an EMR for recruiting purposesetBr soon no one is going to want to come
here because we don’t have an EMR”

I. CAH NETWORKING
A requirement for CAH designation is to have a rtnagreement in place for referral and transfers
of patients to other hospitals; in particular,itast centers. At the time of CAH certification, all
Wyoming CAHSs had, at a minimum, the required nekway agreements in place with a referral
hospital. As part of the CAH site visits and CA#hanistrator key informant interviews, CAHs were
asked to comment on their network arrangementsaagpdutcomes that have resulted because of the
new networking relationships. CAH staff primarilgramented on the systems in which their hospital
is a member, or the referral and transfer of ptdiemlarger tertiary centers. In most instancey th
report that the affiliation/relationship with theystem/network increased after conversion to CAH
status. Most attribute the changes in these oglstiips to the improved financial status of the CAH
Outcomes that have resulted due to improved netvadakions include increased access to: system
resources/expertise, staff support, groun
purchasing, shared services, staff
education, health information
technology, loans/financial resources,
recruitment services, and performance
improvement services.

In addition, CAHSs reported on the ——— BT - COMMUNITY
planning, development, and — HOSPITAL
implementation of the Wyoming Criticalg= 1

Access Hospital Network (WCAHN). &%
Fourteen CAHs are reportedly member
of WCAHN. Information related to the |
WCAHN is included in Section 5 below.

|75 I,

J. COMMUNITY HEALTH PROVIDERS’ WORKING RELATIONS WITH AND

PERCEPTIONS OF CAHS

Community health providers are considered key ¢osticcess of all rural health services. Therefore,
as part of the Community Care Health Provider Syriealthcare providers working in CAH
communities were asked to report on their knowleafgbe local hospital’'s CAH status, working
relations with their local CAH, referral pattermsyolvement in community health planning and
community health collaborations, and their oveogihion of CAHs. Community health providers
report that 61 percent (n = 25) are aware themllbospital is a CAH and 33 percent were involved i
the hospital’s decision to convert. In addition,@2cent report they have a working relationshighwi
their local CAH and categorized their relationsag‘very strong” (37 percent), “strong” (26
percent), “average” (32 percent), “weak” (5 pergeand “very weak” (0 percent). Of the community
health providers surveyed, 91 percent report teésr or transport an average of four patients per
month to the local CAH. When asked if their refepatterns have changed over the past five years,
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21 percent of survey respondents report “yes”.hoge reporting “yes”, one community health
provider report they are referring more to theagdlbCAH because the hospital facility and physician
staffing have “greatly improved” and two reportytae no longer referring patients because of
changes in services (e.g., surgery) at the CAH.

Community health providers were also asked abaait ihvolvement in community health planning
activities and local health collaboratives. Theyar 20 percent are involved in community health
planning through serving on the hospital boardwaotking with local public health. Twenty-two
percent report they are involved in local healthatmratives, such as: serving on the county boérd
health, local human resource council, or coalifmmdomestic violence and working on committees
that are addressing disaster planning and flu pamglanning. Finally, community health providers
were asked to indicate their overall opinion ofithecal CAH and the care it provides. They report
their overall opinions as: “very good” (17 percefitjood” (43 percent), “average” (39 percent),
“poor” (0 percent), and “very poor” (0O percent).

K. CAH POST-CONVERSION OPPORTUNITIES, CHALLENGES, AND NEEDS
For-Flex-Programplanningpurpesel]ldlex Program stakeholders interviewed or surdegering
the evaluation process were asked about CAH oppitigs, challenges, and needs. Challenges
reported by CAH staff as part of the site visitd ass part of the CAH
administrator key informant interviews are includeste along with those
identified by community memberswhile-those reported by state Flex
Program stakeholders are reported in Section Bisfeport. - CAH Staff

“Success breeds
success.”

CAH Opportunities

CAH staff were asked to report on programs oppaiaswhich could

advance other CAHs, programs or initiatives thaehdeveloped since “We have a physician

conversion to CAH status. They report: crisis because of high
turnover. A few new

» Increasing their market share through marketingrtfportance of [Eee]uReliR=1gloRig[=IsRis[=}Y
the hospital, as indicated by their CAH status leave.”

* Requiring all hospital employees to participat@iheast one - CAH Staff
community volunteer opportunity and report thatemgnce to the
hospital

» Providing CAH-specific technical assistance to addrswing-bed program issues

CAH Challenges
During the CAH site visits and CAH administratotarviews, CAH staff were asked to report their
hospital’s greatest challenges and concerns. Téwyrt the following:

Human Resources:

» Staff training
o Training for business office staff
o Nurse management
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0 Health information technology (HIT) training
o Clinical/trauma training

» Services through telemedicine “They [board

» Hospital board education members] don't like it

» Cross border issues when CEOs are away

» High physician turnover from the hospital. They

» Salaries and benefits offered by competing empk{eg., don’t understand this.”
MCDOH&'dS) - CAH Staff

» State’s low unemployment rate which results in Brgtompetition
for workers
* Recruitment and retention of healthcare providers
o Physicians

0 Specialists (orthopedic surgeons, OB/GYN)
o0 Nurses
o Pharmacists “Mental health. We do
0 Housekeeping staff a fair amount of
o Long-term care staff patient holds,
_ _ sometimes for a long
Financial: time. We don’t have
staff trained to treat
* Access to capital patients. It's a horrible
* Increase in charity care system.”

* Maximizing reimbursement

* Decline in inpatient acute care demand

* Increase in charity care/uncompensated care
» Lack of/limited market share

- CAH Staff

* Health insurance affordability
» Lack of mental health services
* Lack of pediatric services
* Increase in demand for mental health services
* Pending changes to the state’s malpractice laws
» Declining population
* Implementing a swing-bed program
* Negotiating with preferred provider organizations
* Workplace health issues (e.g., mining and workpiaggies)
* HIT infrastructure issues
» Concern regarding expanding the CAH program to italsgarger
than 25 beds
» Substance abuse
o lllegal drugs

“Pretty much
everything can come
together if we can find
the people to do the job
[referring to staff
recruitment issues].”

- CAH Staff
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o Alcohol
o Prescription drugs
0o Teens

Health promotion/disease prevention/chronic diseaseagement
o Diabetes
o Chronic pain/pain management

Complimenting these challenges identified by CAffstire those identified through the Community

| Health Ceare Provider Survey by community healthcare pragiddealthcare providers working in
CAH communities were asked to identify their comityis greatest health issues. They report the
following:

Recommended Changes to the Flex Program:
CAH staff were asked to make recommendations adimutthey would like EESTlale=RNe (o] R (ale)1

to see the Flex Program change to better meetribenls. They report the  RWalRI VAN | =[5
following recommended changes: Program], they need to
do a better job

Fear of change

Transportation

High rate of uninsured

Reimbursement/funding

Healthcare access

Recruitment and retention of healthcare provideduding nurses

Lack of specialists

Family practice physicians who are working beydmelirttraining and skills
Low wages

Healthcare costs

Lack of reimbursement for some healthcare profesdso(e.g., mental health)
Pain management

Stress

Prescription drug abuse

Access to training for healthcare staff

Aging population

Poor hospital management

Deteriorating infrastructure

Declining local economies

Communicate Flex Program activities and informatimstakeholdersieoulyltlalle=1ilg s RF:s
Develop a means to sustain Flex Program activaiessupport for  JRUESRCUEK I EQR 0
CAHs, even if federal funding is no longer avai&bl we can be involved.”
Establish HIT as a Flex Program priority - CAH Staff
Support HIT education for CAHSs, in particular infoation on the
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different types of HIT and what is applicable fonal rural hospitals

Support community needs assessments for CAHs wittated needs assessment data
Support performance improvement related activiiethe individual CAH level

Work more closely with survey and licensing stafptovide updates at WCAHN meetings,
address survey and licensing needs that arise HHSCAnd to track survey and licensing issues
in CAHs so they can learn from one another andesbast practices
Work more closely with the state’s fiscal intermaaglito obtain
information in a more responsive manner and tolvesesues as the
arise

Make regular visits to CAHs to connect with staifovide program
updates and other relevant information, and teebettderstand the
needs and challenges of CAHs and the communitessarve - CAH Staff
Develop and make available toolkits or webinaragsist with
preparing for and addressing survey and licenseegis

Pilot health promotion and disease prevention @ogrin CAHs
Support hospital service expansion opportunities. (enobile MRI and CT)
Assistance with CAH trauma designation needs

“We do everything we
can to keep prices
down but that never

seems to be enough.”
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Section 4: Quality Improvement

The Wyoming Flex Program has supported CAH relgtelity improvement initiatives over the past
several years, such as grants to support CAH spegeiélity improvement projects, joint QI

initiatives with Mountain-Pacific Quality Health Endation (the state’

Quality Improvement Organization), data collecttbrough QHi (a

multi-state, data collection, and benchmarkingatiite), and recent QI
needs assessments. To better understand CAHsT ase perceptions

of these initiatives and any related outcomes dkagdo identify

CAHs’ quality improvement needs, CAH staff, as pdrthe CAH site
visits and CAH administrator interviews, were askedeport on: 1) QI
needs being addressed, 2) QI projects being usadidi@ss QI needs,
3) examples of changes in hospital operations atmé@uprove Ql, and

4) on-going QI needs/challenges.

“Sometimes we're
swimming in data and
feel like we have no
time to respond to any

of the data.”
- CAH Staff

None of the CAHs indicate Flex Program supportealitimprovement initiatives improved quality
of care in their hospital. However, most CAH s&dbke favorably of the work performed by the
Mountain-Pacific Quality Health Foundation, but wemable to report project outcomes. Therefore,
CAHs were asked to report on their quality improeatmeeds,
projects and tools being used, and their hospatisic
needs/challenges. All are reported here.

QI Needs Being Addressed

All CAHs report having quality improvement programsplace. Staff

most frequently reported having quality improvemieritatives in
place for:

Medication errors/safety
Falls
Pneumonia

QI Projects Most Frequently Identified

5 Million Lives Campaign

Projects through Mountain-Pacific Quality HealtruRdation
CMS, Hospital Compare (100% participation)

Colorado Hospital Association — Wyoming Hospital
Association shared Databank

System-based QI

QHi

Quality Improvement Needs/Challenges

Quality issues between and across hospital depatsme
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“I think QHi is a pain
in the butt. But it’s just
one more report that
she [QI coordinator]
needs to do.”

- CAH Staff

“I think I'm the only
one submitting data to
it (QHi). I've about
talked blue in the face

about it.”
- CAH Staff



Wyoming Flex Program Evaluation 2008

* Opportunities to compare CAHs’ quality indicatonghe state
* QI leadership training
* Opportunities to demonstrate how quality improveties a cross-facility impact

QHi

QHi is an on-going initiative of the Flex Progra@Hi participation data (until 2007) were available,

as was information collected through discussiortk WAH staff. Available data reflects that in

October 2006, ten CAHs had signed agreements tizipate in QHi. By December 2006, six CAHs

were submitting data on a monthly badis.January 2007, four CAHs submitted dafebruary

2007, indicated two CAHs submitted data.2008, when asked during the CAH interviewseghr

CAHs report they are submitting data to QHi. Aligbh most CAHSs report they are not reporting data
| to QHi, a number of CAHs indicate it is a worthvehfiroject-They have, however struggled with

having the staff resources and/or staff turnovesufomit data.

Other QHi related Comments CAH staff report:

» Some CAH staff report that although they have o@iledata collection systems, QHi is “more
focused” or “geared towards” quality indicators lghthe other systems are more focused on
utilization review and financial indicators

» Some CAHs express a need to “demonstrate the vafu@Hi to users-Others indicate a
need to revisit the use of QHi, particularly attemeighboring state advocated for the use of
QHi and then abandoned the project.
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Section 5: N etworks

Networks are typically defined as horizontal ortieal, formal or informal, and system or

| community-based. Networks of all types (both forared informal) exist in WyomingAs with
some other states, Wyoming has some hospital sgqie, Banner Lassen) that own or operate
hospitals in the state. Unique to networking indiyng is that most CAHSs report their primary
referral and transfer hospitals are located inrosketes. This may be attributed to the state lgann
Level | trauma centers in Wyoming, CAHs’ historiceferral patterns, and/or CAHs being
geographically closer to hospitals located in otates (e.g., Colorado, Nebraska, Montana, South
Dakota, and Utah).

Table 2: Network Types

Type Description

Horizontal Relationship between the same classifications altiheare providers (e.g., a
Network network of hospitals or a network of nursing homes)

Vertical Network | Relationship between varieties of classificatiohbealthcare providers (e.g.,
hospitals, nursing homes, clinics, and home health)

Formal Network | A formal written agreement that ud#s a start and end date and typically
includes an exchange of resources between the rietagmbers.

Informal Network| An informal spoken or understood agreement betwpegticipating members.

System A hierarchical network of members that idekia lead/coordinating entity
with subsidiary type members that may be owned,aged, and/or affiliated.

Community- Locally owned, operated, and/or managed.

based

NETWORK ACTIVITIES

Hospital networks in Wyoming have a history thaqades the Flex Program, yet some have evolved
since small rural hospitals converted to CAH statidespitals that converted to CAH status were
required to have at least one formal network agesgiwith a tertiary center for patient referralslan
transfers. All CAHs report they had a formal agneat in place when they

converted to CAH status. Although required as pathe CAH
certification requirements, it is unclear whetherrent/active network
agreements are in place at all CAHs.

“There’s always a core
group of 6 — 7 that are
actively involved [in

WCAHN] and others
that never participate.”

In 2005, the Wyoming Flex Program started explothepossibility of
establishing a network of CAHSs in the state. In@0fleps were taken and
the Wyoming Critical Access Hospital Network (WCAMNas - CAH Staff
established. WCAHN is comprised of 14 CAHs in Wyog) formed for
the purposes of sharing resources, continuing eiducgromoting operational efficiencies, and
improving healthcare services for member hospéatsthe rural communities they serve.
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CAHs were asked questions about the WCAHN, in paldar strengths, challenges, needs, and next

steps.

They report the following:

| WCAHN Strengths

Opportunity to network and share information

Opportunity to address shared issues, such as eroekfecruitment and retention issues
New leadership through the hospital association

Network staff who “listen” to members

Potential to serve as a building-block for CAHghe state

Starting to establish a telehealth network in tlageswhich will result in communication tools
and the ability of CAHs to communicate via videmf@yencing

| WCANH Challenges

Lack of involvement by all hospital administrators

Turnover in CAH administrators

Turnover in WCAHN leadership

Turnover in Flex Program staff

Most CAHSs refer patients to hospitals in bordetestavith limited common referral patterns
Few hospitals are submitting data to a common tyuatiprovement data collection site

| WCAHN Needs/Suggested Next Steps

| Other

Explore group health insurance purchasing

Develop a mechanism to better share best pradiet@geen CAHs

Establish a “rural voice” for CAHs in the state

Increase communications between stakeholder orgjamis

Better utilize technology for communication purpese

Align the WCAHN'’s strategic plan with the statelgal health plan

Explore a common health information system/eledtramedical record, in particular for those
CAHs that are not a part of a system or larger pament organization

Include referral hospitals in other states in th€ AN discussions

Enhance training opportunities

Continue to have open communications between théMKCand the Wyoming Flex
Program/State Office of Rural Health

A number of CAHSs discussed the nurse managemeninmggorogram being developed by the
WCAHN. They identified this as a possible’™4uccess” for the network
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CAHs report there was a disconnect between the WAC Aldnning process and the state rural
health plan development process. This reportedsted some confusion and redundancy in
efforts

Most CAHs commented on the “slow” start to the WAHAIthough many acknowledge

that little progress has been made, they are hbpiefuthe network can assist them in meeting
some of their challenges

All CAH staff interviewed discussed the activitisd history of WCAHN, noting they

believe recent WCAHN strategic planning and planwedkforce development initiatives are
beneficial. In addition, they also noted barri@rshite network’s development, such as
WCAHN staff turnover, CAH leadership staff turnoyvand the geographic distances between
CAHs. All CAHs report being supportive of the dimmment of the WCAHN
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Section 6: Emergency Medical Services (EMS)

Wyoming’'s Flex Program has supported EMS throu@brinal arrangements with the Wyoming
Department of Health, Office of EMS. These arrangets have included support for: EMS System
Enhancement Awards, instructor payments for EME+imiediate classes, annual trauma registry site
licenses fees for all hospitals in the state, EM@ aurse continuing education opportunities, trauma
registry training, subsidies for statewide andaagi trauma meetings, medical director trainingl an
training as part of the Rural Trauma Team Develagnm@®urse (RTTDC) for hospital and EMS
personnel. The Flex Program has supported an avefék90,803 per year (22.9% of annual state
Flex Program funding) in EMS activities to complétis work® Although no national data exists to
determine whether this level of EMS support is caraple to other states, data from eight other
states indicate this is a significant level of suppvhen compared to other statés.

EMS System Enhancement Awards (Mini-Grants Program)

The EMS System Enhancement Awards (aka EMS MinnGrRrogram) have been a significant
component of the state’s Flex Program as they hageunted for approximately 10.9 percent of the
state’s total Flex Program funding. As indicatecCimart 3, EMS System Enhancement Awards were
an on-going Flex Program activity that realizedndes in funding over the years and they were
eliminated as part of the 2007 state Flex Progreantg/ear. The grant program was established in
1999 as an opportunity for local EMS agencies tage in contractual arrangements to purchase
equipment and/or supplies. When possible, jointipasing arrangements were made through the
Office of EMS which allowed local EMS agencies toghase supplies and equipment at a reduced
rate.

Seventy-nine ambulance services in Wyoming werdddr$388,339 (1999 — 2006) through the EMS
System Enhancement Awards. A total of 302 granteweade to local EMS agencies using this
process. Annual grants to local EMS agencies aeer&@,300 and ranged from $125 to $2,725 per
year, per EMS agency. Considering the grant prograen all seven grant years:

» The highest funded ambulance service was awarde@48 as part of five grant years

» The lowest funded ambulance service was awarde&s0@ grant

* Three ambulance services received funding all sgvamt years averaging $8,568 in total
grant funding per ambulance service or a total2&, 303

* The five highest funded ambulance services (6 @ndfulance services funded) received
$48,020 in funding or 12.4 percent of total ambakagervice funding over the seven year
period

* Most grant funding was awarded to EMS agenciegéacia rural areas

13 Annual average is based on Flex Program grant years 2002 — 2006.

14 Rural Health Solutions has conducted Flex Program evaluations in eight states.
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» Atleast 13 of 14 ambulance services located in @ARhmunities received grants through the
mini-grants program>

Chart 3: Annual Changes inFunding for EMS System Enhancement Awards

Changes in EMS Mini-Grants Funding by Year
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EMT-Intermediate Courses
Instructor and local coordinator payments for EMitermediate classes have been funded through

the Flex Program over the past five years and naadiable through the Office of EMS. The intent
of the training is to provide easy access to adedtiée support training courses by offering them i
rural communities. Although no data is availablenoww many EMT-Intermediate staff have been
trained through this program, offering this tramioncally has reportedly resulted in approxima@dy
percent of all ambulance services in Wyoming beibig to provide intermediate life support
services.

15 Due to the data identifiers used for each ambulance service and the lack of city names for some sites funded, it is unclear whether one
CAH community received funding.
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Trauma System Support

Regional and state trauma meetings are suppontedgi the Flex Program by funding and
subsidizing participants’ travel costs, meetingna@ntals, and supplies. Flex Program funding also
pays for all hospitals’ annual trauma registry 8tense renewals, technical support, and software
upgrades. Although these are on-going Flex Produaaled activities, no measurable outcomes were
reported because of this work. It could be assutim@idmore rural EMS agencies are participating in
state trauma meetings because of the transportiiosidies; however, no data has been collected to
support this hypothesis.

To better understand the impact of the Flex Progyartocal, regional, and state EMS, CAH and
local EMS staff and state EMS stakeholders weredskiestions about EMS as part of the CAH site
visits, CAH administrator key informant interviewas)d state stakeholder interviews. They report the
following:

* All EMS stakeholders interviewed were familiar wiiiAH status
* Alllocal EMS stakeholders were aware that thesgital is a CAH BaRiglelile[alR{sE1qe[f= gl

* No local EMS agency was aware of the Flex Program came from the state
» No EMS agency was aware the EMS System Enhancelmearts =S H
were a part of the Flex Program - EMS Staff

* No CAH staff with hospital-based EMS were awareEWS
System Enhancement Awards they had received wetrefihe
Flex Program

EMS STRENGTHS AND CHALLENGES
Evaluation participants were asked to report on Kvyg'’s rural EMS

strengths and challenges/needs, they indicateottosving: “We don't have any

EMS issues. | think
they [EMS] are well

Strengths
run and are well
* Most CAH staff, local EMS, and state EMS staff ne#eMS is respectepl b,}/ L
functioning well and they have good working relasawvith other community.
healthcare providers - CAH Staff
* Some CAHs are doing joint training with local EMS(., IV
training)

e Community knowledge of local EMS reportedly has ioyed

somewhat over the past five years .
We could actually do

more with EMS. We
work well together and
we know there are

Challenges

» On-going difficulty recruiting and retaining staff
* Increasing training requirements for EMS staffparticulaty; for

more opportunities to
partner and leverage

volunteers our resources.”
 Run data that continues to be written on run shesdshen re- '
entered electronically - CAH Staff
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Although EMS agencies are collecting run data, treyreportedly not using the data for QI
purposes

EMS agencies have limited to no clinical qualityprmvement initiatives in place.

Changing community demographics

EMS member accountability, in particular as it teato volunteers reporting run data,
preparing ambulances for future runs, re-stockm@uances, and attending local EMS
meetings

Lack of access to HIT and HIT infrastructure ne@xg., internet access at local EMS
agencies)

Increasing gas prices

Increasing maintenance costs for ambulances
Consumers’ !imited I_mowledge about Ioca_l EMS _ “We have great
Consumers’ increasing demand for EMS/increasingmel across [N PRy an = V-3

much of the state EMS does a good job.
Decline in community resources which translates atlecline in We have done some IV
local resources (e.g., tax revenue) dedicatedcial BMS training together and
EMS reimbursement have talked about
Increasing demand for transports other training

Local governments’ lack of involvement in EMS plarmand opportunities.”

development
Local governments’ lack of understanding about EMS
EMS staff training needs
o Inconsistent (e.g., 535 certified EMS instruct@aahing differently)
0 Need for pediatric training
o EMS operations/performance improvement training

- CAH Staff
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Section 7: Evaluation Activities

An examination of Wyoming Flex Program’s evaluatiwork occurred by looking at past Flex
Program evaluation documentation, survey instrugjertd other items as available. Using this
information, it was determined that Wyoming hasleated different aspects of its Flex Program over
the past nine yearddowever, this evaluation work has been limited. Ma&luation work has
occurred at the activity level (e.g., conferendestaction surveys)A survey of CAH administrators
was conducted in 2005 to determine their satisfaatiith the Flex Program. The current Flex
Program evaluation, as reflected in this reporthésfirst full Flex Program evaluation completed a
part of the Wyoming Flex Program.

Flex Program meeting evaluation data from earliegmm years indicate meeting participants have
been very satisfied with the meetings supportealidin the Flex Program, while overall Flex
Program satisfaction data indicate mixed results.

Flex Program meeting evaluation summaries frometlereents were reviewed and included in this
evaluation process. All meetings were held asqfatie Wyoming CAH Network: October 19, 2005;
November 10, 2005; and February 10, 2006. Taldp8rts participants’ survey data from each of
the three meetings.

A multi-purpose survey of CAHs was conducted iniAp005 by the Wyoming Flex Program. The
survey was intended to provide evaluation infororatfrom CAH administrators in the following
areas: 1) satisfaction with Flex Program techrasaistance, 2) satisfaction with the CAH conversion
process, 3) importance and identification of EMS&ues, 4) satisfaction with regional Rural Health
Conference, 5) trend data on hospital operationsnpact of the Flex Program on communities and
CAHs, 7) CAH needs for quality improvement techhassistance, and 8) CAH needs for training.
The survey was mailed and the response rate wpsréént (9 of 14). Survey findings were reported
in the Medicare Rural Hospital Flexibility (Flexydgram 2005 Critical Access Hospital Survey,
Summary of Results. Significant survey findingsicgagied that 33 percent of respondents reportedly
received no technical assistance from the Wyomleg Program during the CAH conversion

| process-Also survey results indicated five of the nine CAMsre either somewhat satisfied or not
satisfied with the CAH application process notirdags and issues within the Office of Rural Health.
Open-ended comments about the Flex Program aeéfets on communities and CAHSs to note
include:

| Community

* “There is no longer a fear that the hospital wdldosing. As more people use the hospital,
[the hospital] can hire more personnel. Equipmeat heeded replaced years ago can be
purchased/replaced. This enhances the qualityrefgigen to patients”

» “Stabilized the financial health of our hospitaliathensured the long-term viability of
healthcare services for the community”

* “EMS training and grants have benefited the Ho$pitstrict”
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| Hospital

* ‘It allowed us to bring in a consultant to help emstand how to do things under Critical
Access for reimbursement and compliance”

* ‘It has given [hospital] funding to do a study ioigg CAH — also a charge master review
previous to going CAH”

* None so far. Overall though things have improved”

* It has provided some funds for education and HIRAApliance”

| Other Comments

e “l think they do a good job”

* “Again, | would strongly recommend that the Flexogham contract with the WHA to
enhance CAH education as the State is not doisgatinil the majority of hospitals in
Wyoming are CAHs”

Current Activities (2007 — 2008 grant year)
2007- 2008 Flex Program grant evaluation activiéiesreflected in this report.

Table 3: CAH Networking Meeting Survey Findings

Question 10/19/05 11/10/05 2/10/06 Average
Average Average Average Response
Response  Response  Response | for All

Three

Meetings
The meeting achieved the stated 5.0 4.9 4.3 4.7
purpose and outcomes related to
objective 1*

The meeting achieved the stated 5.0 4.9 4.4 4.7
purpose related to objective 2**

The meeting achieved the stated 4.9 NA NA 4.9
purpose related to objective 3***

The content of the meeting was useful 5.0 4.9 4.3 4.7
to achieving the stated purposes and

outcomes

Facilitation of the meeting was helpful 4.9 4.8 4.25 4.6
to achieving the stated purposes and

outcomes

The main speaker demonstrated 5.0 NA 4.4 4.7
thorough knowledge of the subject

The materials were relevant and useful 4.9 4.8 4.3 4.6
Total Number of Attendees 9 12 12 11

*Indicates: Objectives were to draft a mission smaent (10/19/05), review and update action plans
(11/10/05), and establish a price agreement fotiMan (2/10/06) for the WCAHN.
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**|ndicates: Objectives were to prioritize WCAHNtiities (10/19/05), identify next steps (11/10/G6)d
present activities satisfaction tools (2/10/06) tiee WCAHN.

***|Indicates: Objectives were to develop an actjgian for WCAHN (10/19/05), present content that was
useful (11/10/05), and present information relat@etwork activities (2/10/06) for the WCAHN.
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Section 8: State Stakeholder Interviews

Seven state Flex Program stakeholders were inteed@and asked questions about the development,
implementation, strengths, weaknesses, and fufuféoming’s Flex Program® None of those
interviewed indicate they were involved in the prog since its inception and one was familiar with
all of the goals and activities of the Flex Progralaindings from those interviews are reported here

Program Administration

The Wyoming Department of Health, Rural and Frartiealth Division, Office of Rural Health,
administers the Flex Program. The Program has dicated Flex Program
Coordinator; rather, the Flex Program Coordinadaa shared position with Bl Rialla]’&1a[SH =[5

Manager of the Wyoming State Office of Rural Healthaddition, there had JR{els[¢=lggRENT1alo]{e)V[ale]
been regular staff turnover in the position, whiels stabilized. Regardless, BElle Ry EREEN oM (o)
this turnover has reportedly had an impact on tbgnam and its do with keeping staff
development. [Flex Program staff].”

State Stakeholder

Program Perceptions

State Flex Program stakeholders discussed a varfistyengths, weakness, and rural health needs as
part of the state stakeholder interviews. Fivehefdtate stakeholders report they are familiar tiigh
Wyoming Flex ProgramHowever, three stakeholders interviewed were awhFéex Program
activities outside of those in which they are disemvolved.-There were few areas where consensus
was reached in terms of Flex Program accomplishsreamd outcomes. Information related to state
stakeholders’ perceptions of the Wyoming Flex Paagis summarized here.

All state level stakeholders agree that “We all like one

another and we are
* They are aware there are CAHs in Wyoming not afraid to express
* The stabilization of Flex Program staff in the O#fiof Rural Health is our opinions.”

important to the advancement of the Wyoming FleogPam State Stakehol der
* The Wyoming Office of Rural Health and Wyoming Hitap
Association are key Flex Program stakeholders

Most state level stakeholders agree:that

* Flex Program stakeholders work well together

* The Wyoming Department of Health, Rural and Frartidealth Division, Office of Rural Health,
Flex Program has reportedly made some importamtnazgtional changes which are improving
the Flex Program

16 For evaluation purposes, Rural Health Solutions considers organizations to be state level stakeholders if they are identified in the
legislation that created the Flex Progtam and/or if they are identified as a Flex Program stakeholder by the State Office of Rural Health. A
list of Wyoming Flex Program state stakeholders are included in Table 1 on page 8.
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* The Flex Program has done a good job in recensyaaybtaining information and input from
state and local Flex Program stakeholders

* They would like to improve communications betweéxHProgram stakeholders through more
regular, formal communications opportunities

* Most Flex Program communications occur from onkedtalder to another vs. communications
between stakeholders

» The greatest success of the Flex Program has loeserting small rural hospitals to CAH status.

* The WCAHN is a significant opportunity for the satFlex Program

* CAHs and local EMS have benefitted from the FleagPam

* Access to health services in Wyoming is a growiogoern

* The Flex Program has done a “good job” at includitage stakeholders in Flex Program funding
decisions

* Flex Program funding decisions are not made usiiograal decision-making process with broad,
coordinated, stakeholder input

Some state level stakeholders agree that

» The state rural health plan development processralasble and/or beneficial

» Stakeholder organizations interact infrequentlywben there are staff changes it has a significant
and negative impact on the program

* The Wyoming Hospital Association needs to be a nastire partner in the Wyoming Flex
Program

» Their organization should make it a priority torhere engaged in the Flex Program

* Given the rural and frontier nature of Wyoming, theque roles of the Wyoming Hospital
Association and the WCAHN continue to be unclear

* The Flex Program should identify emerging prograartrers to foster health promotion and
disease prevention in rural communities and toesidworkforce issues

Stakeholders report the greatest issues impaatiad communities as

» Recruitment and retention of healthcare providers
» Competition for staff due to the increase in ecomoevelopment
» Geographic access to health services

Stakeholders report the greatest issues impaatnad) mealth as

* Recruitment and retention of healthcare providers

» Staff turnover

* Supporting, sustaining, and developing the localtheservices to meet current and future
population needs

* Access to capital

* Hospitals that continue to be financially fragile

» Staff training
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o Management/leadership
o Clinical skills in areas with limited patient voliem

Stakeholders recommend that the Wyoming Flex Progra

* Provide opportunities for grant writing training f{6AH staff

» Focus on recruitment and retention of health sesvgtaff

* Support telemedicine expansion opportunities

* Remain flexible to meet the unique needs of eachl CA

» Support CAH marketing and public relations actestifocusing on the role of CAHs and the
communities they servelmprove and formalize progcammunications activities

» ldentify emerging program partners to foster hepithmotion and disease prevention in rural
communities and to address workforce issues

* Find ways to further encourage CAH patrticipatiorriex Program funded activities, workshops,
and meetings

» Support the expansion of tele-training and televoéting opportunities
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Section 9: Summary of Key Findings

The Wyoming Flex Program Evaluation resulted in yngrogram findings noted throughout this
document. Key program findings are summarizedraghlighted here.

FLEX PROGRAM IMPLEMENTATION

» During the past nine years, the Wyoming Flex Pnogoitained $3,564,491, or an average of
$396,055 per year, from the Health Resources andcgs Administration, Office of Rural
Health Policy to implement the Flex Program in Wyogn

* Wyoming ranks 34th of 45 states nationally in teohthe federal funding that the Flex
Program has received over the nine-year lifespaheoFlex Program

* Wyoming ranks 16th of 45 states nationally in teohthe federal funding the Flex Program
has received per CAH ($254,067/CAH)

* The Wyoming Flex Program currently addresses alhtional Flex Program goals

* A Wyoming Rural Health Plan was created and apptdyethe Health Care Financing
Administration (now the Centers for Medicare anddMaid Services - CMS) in March 2000

* In 2007, Wyoming started working on a new Wyomingd Health Plan. It is planned for
completion in October 2008

» CAHs report they support the development of theB2&1@te rural health plan

* The Wyoming Flex Program has had extensive stafioleer since the programs inception;
however, this has stabilized in the last year

* Flex Program staffing has ranged from .62 FTE {tintle equivalents) to 1.12 FTE at the
Wyoming Department of Health

 Wyoming Flex Program funding has been directedtaff salaries and benefits (11.9%);
travel costs (5%); EMS activities (22.7 %); CAH pop, performance improvement, and
network development (26.7%); quality improvemeriivattes (8.4%); indirect charges
(9.3%); and other program costs (16%)

» Some CAH staff report their hospital received tecainassistance through the Flex Program
to convert their hospital to CAH status

» Most CAH staff report their hospital received teidahassistance from other CAHs to convert
their hospital to CAH status

* CAHs and Flex Program stakeholders report sigmfi€dex Program improvements in the
past two years

CAHs
* There are 14 CAHs in Wyoming or 51.9 percent ofdtate’s hospitals

* One small rural hospital is in the process of cotivg to CAH status and one additional
hospital is eligible for conversion
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» Eleven of Wyoming's CAHs meet the federal geograghiteria of the hospital being 35miles
or 15 miles in mountainous terrain or areas ontyexby a secondary road from the next
nearest hospital

* Most CAHs in Wyoming refer and transfer their patgeto tertiary centers in other states

» All CAH staff report their decision to convert tA8 status was primarily a financial decision

» Most CAHSs report receiving funding through the FRrogram to complete community needs
assessments, financial feasibility studies, and/owt agreements

* Most CAHSs report the CAH conversion process toghrapimately one year

* All CAH administrators report their hospital’s fineial status has improved since the hospital
converted to CAH status; however, differences ipriomement vary throughout the state

» 82 percent of community healthcare providers swrdagport they have a working
relationship with their CAH and categorized theilationship as “very strong” (37 percent),
“strong” (26 percent), “average” (32 percent), “Weéb percent), and “very weak” (0
percent)

» Community healthcare providers surveyed report tnarall opinion of their local CAH as:
“very good” (17 percent), “good” (43 percent), “axge” (39 percent), “poor” (O percent), and
“very poor” (0 percent)

» All but one CAH that started Milliman through thiek Program continue to use the program.

» CAHs report Milliman has improved their admissioralischarge processes

* Most CAH staff report that they have experiencembiable increase in Flex Program support
over the past two years

* While some CAHs have eliminated health servicd$;AHs have added and upgraded the
health services available at the hospital

» CAHs identified a number of challenges and isshasdould be addressed as part of the Flex
Program, in particular those related to human nessudevelopment and performance
improvement

» All CAHs are either planning for or implementing Blectronic Medical Record (EMR)

NETWORK DEVELOPMENT

* Unique to networking in Wyoming is that it appetirat when a patient referral or transfer is
necessary, CAHs refer and transfer most of theiepts to tertiary centers located in other
states

* CAHs report the greatest success of the Wyoming Ftegram is the development of
WCAHN

« Although CAHSs report few outcomes have resultechbse of the WCAHN, they support its
development and believe it should continue to bemgrortant part of the state’s Flex
Program

e CAHSs support the use of and focus on HIT to enhamckadvance the goals of the WCAHN

QUALITY IMPROVEMENT
* All CAHs report having quality improvement initiaéis in place in their hospital
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Most CAHSs report the work of Mountain-Pacific QuglHealth Foundation is improving
quality of care in hospitals

None of the CAHSs indicate that Flex Program sumgabguality improvement initiatives have
improved quality of care in their hospital

Some CAHs are strong advocates for the QHi imniteaéind believe it is a tool that will
support QI while others report the initiative shibbk reconsidered

All CAHs report to CMS’ Hospital Compare

The Flex Program has supported an average of $89@@&O0year (22.9% of annual state Flex
Program funding) in EMS activities

Seventy-nine ambulance services in Wyoming werdddr$$388,339 through the Flex
Program’s EMS System Enhancement Awards

A total of 302 grants were made to local EMS agemthrough the Flex Program’s EMS
System Enhancement Awards

The Flex Program supports EMT-I training in rurairanunities

95 percent of Wyoming EMS agencies offer intermiediaMT services

EVALUATION

Wyoming has evaluated different aspects of its Heogram over the past nine years;
however, this work has been limited

Most Flex Program evaluation work has occurredhatactivity level (e.g., conference
satisfaction surveys) while others occurred as @laatbroader program objective (e.g., survey
of CAH administrators to determine their satisfactwith the Flex Program or outcomes
associated with the diabetes tele-education program

Current evaluation findings are consistent with eahthose identified through past program
evaluations

The current Flex Program evaluation, as refleatetthis report, is the first full Flex Program
evaluation completed as part of the Wyoming FleogPam
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Section 10: Recommendations

The following recommendations are based on the dataumentation, interviews, observations, and
analysis that occurred through the Wyoming FlexgRam evaluation. Recommendations are
intended to assist Wyoming in developing and imprgvts Flex Program to better meet program
stakeholder (state level stakeholders, CAHs, smedl hospitals, EMS) needs and achieve the goals
of the national program.

Since the Flex Program is administered by the Wygnlepartment of Health, Rural and Frontier
Health Division, Office of Rural Health, the evaiiom recommendations are primarily targeted here.
However, recommendations should also be seen agportunity for improvement by all Flex
Program stakeholders, in particular: Wyoming Hadpiissociation, Wyoming Office of EMS, local
and regional EMS, and CAHs. Recommendations areepatrted in order of priority.

1) PROGRAM INFORMATION AND EDUCATION
Wyoming should continue to educate key program stak eholders about the Flex
Program and its intended goals.
» Education should be incorporated into the prograstrategic planning and communications
related activities
* Education should re-engage stakeholders so thepeactive program participants
* Education should focus on the rural health planitmpurpose, the role of EMS in the Flex
Program, and coordination between program acts/itigiatives
» Education should account for the regular turnometlex Program stakeholder staff, in
particular those located in CAHs
» Information should be shared on a regular basiarf{gtly perhaps) to better meet the needs of
stakeholders when they experience staff turnover

2) STRATEGIC PLANNING
Wyoming should continue its formal, on-going Flex P rogram rural health planning
process.

» A strategic direction has been identified for thgdming Flex Program through its rural
health planning process. In order to keep this nmiome moving and to increasingly engage
stakeholder involvement and buy-in, regular progpamning should occur, preferably on an
annual or bi-annual basis

* Flex Program stakeholders, including representatbie CAHSs; state, regional, and local
EMS; Wyoming Hospital Association; Wyoming OfficéRural Health; WCAHN;
Mountain-Pacific Quality Health Foundation; andesthas identified should be included in
the program planning process

* Given that the Wyoming Hospital Association is @fi¢wo organizations required to be
involved in the Flex Program, while they have hadted involvement, specific attention
should be made to engage them in the program

* Work towards leveraging the resources of all keexFrogram stakeholders to create
efficiencies and advance common goals
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3) COMMUNICATIONS
Wyoming should establish a formal Flex Program comm unications plan that reports
on program activities, changes, and updates.
» Development of a Flex Program communications pleukl be included as part of the state
Flex Program strategic planning process
* Wyoming should develop its Web presence as pats dbommunications plan. Other state’s
Flex Program websites can be used as a resourti@savork. Sites to consider include
Texas, Minnesota, Wisconsin, Colorado, lllinoisg &regon
* Development of a Wyoming Flex Program Annual Repbduld be considered as part of the
Flex Program. An annual report will allow for a rafficient and effective means of
communicating program goals, objectives, and oueslocally, statewide, and nationally.
An annual report can also serve as a key commumrctdol for those that are new to the
Wyoming Flex Program, CAHs, and local EMS
* The Flex Program should facilitate communicatioesMeen the Mountain-Pacific Quality
Health Foundation and Darlene Bainbridge and Asdgesito assure there is no duplication
between the organization’s work and to best meeh#eds of CAHs
* Regular site visits to CAHs and other local stakeééis should be a high program priority.
This is particularly important given the regulaaf§turnover that has occurred in CAHs and
the Flex Program
* Create technology-based communication opporturitie€ AHs and local EMS. This may be
in the form of webinars, video-conferences, or-telaferences and can be used to address
issues related to travel times between CAHs and EMS
* Create a Flex Program identifier or logo to be useadll materials supported through the Flex
Program. A logo can assist with creating an ideritit the program and better inform
stakeholders of the activities funded through tlex Program

4) HIT
Further the Use of Health Information Technology

» Careful considerations should be made to how kesstnformation technology (IT) and in
particular health information technology (HIT) tadge the geographic divide in Wyoming.

» Although some Flex Program stakeholders have exteesperience with HIT, others do not.
Therefore, IT use opportunities, such as webimadcasts, and video conferencing
presentations should be used to increasingly farak stakeholders with the tools and
resources available.

* Many CAHs would like to see HIT as a key comporarthe Flex Program and WCAHN.
Therefore, HIT planning and information gatheriagnheeded to make advances in this areas.

5) PROGRAM ACTIVITIES
Changes should be made to the activities supported through Wyoming’s Flex
Program and some key issues should be resolved.
» A few urgent needs should be addressed by Flex&rogtaff, including: contacting survey
and licensing staff to arrange for a presentatiothe key areas and issues that survey and
licensing are identifying in CAHs and that needbéoaddressed
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Wyoming's Flex Program should identify best pragsien other states to address community
health issues related to obesity, smoking, diatatdsother key community concerns. Flex
staff in Wisconsin and Minnesota are good resougoean the number local level projects
targeting these issues that have been funded thribweg states’ Flex Programs

Wyoming should identify those EMS agencies thatGé¢i-based and 35 miles from the next
nearest EMS agencies and encourage them to neamdrklan

Wyoming should consider looking at the Rural WissiarHealth Cooperative’s electronic
medical record model they are using for network GAJFhis may be a viable model to
consider for some of Wyoming's smallest CAHs wogkoollaboratively with CAHSs in
neighboring states

Once all of the local EMS needs assessments arpletad, the Flex Program, local, regional,
and state EMS should engage in discussions foaus@thnning and addressing those
identified needs. This could either be incorporatiectly into the rural health planning
process or it could be completed through a workgmcess. The Flex Program should
consider engaging EMS experts from Tennesseesmtbicess as indicated below

EMS stakeholders, in particular local and state Ebf8esentatives, should be invited to
participate in Flex Program planning activities

On-going communication is needed between EMS amdFligx Program. The
communications needs of EMS should be includechasob the overall Flex Program
communications plan

Given that many CAHs are working to address simdamnes, CAH staff should be supported
and encouraged to network to address these issues

6) EVALUATION

Wyoming should continue to monitor and evaluate Fle X program outcomes; however,
this should occur within the context of program pla nning and implementation with
predetermined objectives, strategies, and outcome m easures as indicated in the
Wyoming Rural Health Plan.

Program measures and targets included as pare atdke’s rural health plan should be
tracked and used to better measure and reportgrogutcomes. This can be built into the
program planning process and reported as paredfigx Program’s annual report

Regular site visits should be made to CAHs and IBMS. Site visits should include
discussions with a variety of key staff to assukrstakeholders are engaged in and aware of
the Flex Program

Monitoring of the financial status of Wyoming CAldkould occur. Data available on an
annual basis from the Flex Monitoring Team cansasgith this process

For hospital/CAH data tracking purposes, use thepital’s city name versus the hospital’s
name because hospital names change making ituiffcctrack changes over time,
particularly given the high turnover in staff

Wyoming should report program outcomes to its stalders on an annual basis for reporting
planning, development, and communications purposes
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